Colonel H. HERBERT (I.M.S., Retired). THE disease followed a trephining operation performed, without iridectomy, for congestive glaucoma in November, 1917; but more than five years elapsed before the other eye became involved, in January, 1923. The patient, a woman, was 62 years old at the time of the operation.
The operation failed to relieve the tension entirely, and the eye remained congested for more than a month. It then gave no trouble until about the time when the other eye was attacked; injection and tenderness then returned, as is usual in late sympathetic ophthalmia. The disease in the sympathizing eye was comparatively mild, and gave way, apparently completely, to three months' simple mercurial treatment, following the removal of the exciting eye.
These late cases of sympathetic disease have always excited considerable interest. The primary interest in this particular case lies in the fact that there is full histological evidence to show that the operated eye was only relatively quiet during the five quiet years. The patient was seen twice during the period, and the scanty notes mention only the development of a dense white pupillary opacity (the pupil remaining large), and the fact that the eye was blind. Actually there seems no room for doubt that the eye was the seat of a very slowly progressive infective process throughout.
The nodular character of the uveitis present was very noticeable to the naked eye when sections were being cut, the foci of greatest infiltration standing out as round white points in the iris, ciliary body, and choroid. For histological examination only the anterior half of the excised eye is available; vertical sections have been used. Taken with the clinical history the sections leave no doubt as to the nature of the disease; though, corresponding with the history of the case, there are unusual features: (1) The cytology of the case is somewhat different from the ordinary ; (2) the infiltration has spread outside the uvealtract; and (3) here are some conditions indicating exceptional chronicity, probably requiring some years for their development.
(1) The cell infiltration is both diffused and localized. The diffused is very much more marked in the iris than elsewhere; in other parts of the uveal tract it is slight. It is made up chiefly of large cells, mostly plasma cells and their eosinophil derivatives-mononuclear granular eosinophil cells, and cells distended with Russell's bodies (hyalin spheres). The cells are noticeably largest where they are least numerous, i.e., in the ciliary body and choroid; and the highest proportion of eosinophil derivatives is found there.
Au-Op 1 [January 11, 1924. The nodules present a strong contrast to the above, in that they are made up almost entirely of small lymphocytes. They thus differ from the nodules found in some published cases of sympathetic ophthalmia, in presenting no resemblance to tubercle, since they contain no epithelioid or giant cells. The only noticeable larger cells in most of the nodules are a few mononuclear eosinophils towards the periphery. It seems likely, therefore, that the collections of small cells are to be taken as the chief foci of the recent activity of the infective process, while the marked predominance of plasma cells among the diffused cells corresponds with the very low type of inflammation of the quiet years.
The largest nodules are in the iris, but they are the least defined, merging gradually into the surrounding infiltration; and they are compound, made up of two or more small collections. In the ciliary body and choroid, nodules are found almost entirely unconnected with diffused infiltration. One such is found in some sections within the trephine hole.
(2) As an indication, perhaps, that the unknown specific organism has become acclimatized outside the uvea, large-celled infiltration can be followed through the tissues filling the trephine hole, and through the sclera, along the anterior perforating blood-vessels above and below the cornea. It has spread into the conjunctiva and backwards immediately superficial to the sclera. There are some quite well-developed small-cell nodules near the limbus above the cornea, and there is some approach to the same conjunctival development eve n below the cornea.
Another extra-uveal site of activity is found beneath the thick pupillary membrane noticed, clinically, between the membrane and a thick capsular cataract, covering the whole of the front of the lens. Much of the laminated tissue forming this capsular cataract is old, containing no nuclei. The pupillary membrane, still largely cellular in structure, extends widely behind the iris, the retinal pigment layer of which is wanting in places. The membrane is in contact with portions of the lens capsule. But there are spaces beneath the membrane filled with round cells. And among these cells there are many typical giant cells, the only ones found in the eye. This cellular exudate has dissolved portions of the lens capsule, and, apparently also, of the underlying cataractous tissue, thus contributing to the marked irregularity of the anterior surface of this tissue. In places, the anterior lamell only of the capsule have ,disappeared. There is splitting of the capsule at the margins of the gaps in it.
(3) Other advanced changes: The detached retina is folded and thickened. The ciliary body and choroid are more or less detached from the sclera, and their layers separated widely. The inner surface of the choroid below merges into a thick layer of new fibrous tissue, containing masses of pigment granules, derived possibly from the retinal pigment layer, though mostly of much lighter colour than the normal melanin granules. The pigment has also wandered into the detached retina.
Another evidence of exceptional chronicity is found in thick laminated fibrous tissue behind the lower part of the cornea, extending upwards from the adherent iris. In some sections a thinner strip of tissue, more cellular, extends considerably higher; it has produced a folded detachment -of Descemet's membrane. There is no recent punctate deposit.
As an interesting side issue, attention may be drawn to the detached non-pigmented epithelium of the orbiculus ciliaris. The separation has eivdently been produced by bands which pass forward to the lens capsule, anterior and posterior, supplementing the normal zonular fibres, and perhaps partly a product of the displaced epithelium. The point of special interest is the curious row of loops, projecting from the bases of the 'cells like bags of fluid, apparently one to each cell. That they are nothing very abnormal is shown by the fact that a somewhat similar row of vacuoles may be found at the bases of the normal undetached epithelial cells of some senile eyes. But, unaccompanied by any trace of vacuolation in other parts of the cells, they are certainly peculiar. They may have some significance with regard to the unsettled question of the normal attachment of the zonule. They seem to support other evidences that the normal attachment extends, in part, more deeply than the non-pigmented epithelium. In places fine lines can be traced from the loops up between the cells. These lines apparently extend to the fine membrane, covering normally the inner surface of the epithelium, from which the zonular fibres spring, and from which bulbous processes dip down in places between the epithelial cells.
The cicatrix supplies further evidence that the late activity of the disease was not due to late infection. There is no sign of drainage through the thick conjunctiva: and the trephine hole is almost filled with new tissue, mainly fibrous and fairly dense, derived mostly from the episcleral tissue. There is no more uveal impaction than is admitted to take place in the average trephine bole; and the small bit of iris lying in the deep portion of the hole is buried beneath much new tissue.
The question remains: Has the case any practical bearing upon the operative treatment of glaucoma ? It may be taken that the eye was infected at the operation.
It is important that such occurrences as this shoulcl be made widely known. Some ophthalmologists seem to assume that the average trephining, i.e., without clinically visible uveal incarceration, is free from the danger of sympathetic ophthalmia; while they regard deliberate iris-inclusion as quite unjustifiable because of the supposed risk of the disease. This attitude does not appear to be supported by the available evidence. I have not heard of any instance of the disease following an intentional iris-inclusion operation for over twenty years. I believe that a correctly performed iris-inclusion operation is quite free from this risk, and from the risk of all serious ectogenous infective processes; but I hold that correct performance includes effective conjunctival antisepsis. I believe that the disease in the case now reported is attributable mainly to the want of conjunctival antisepsis.
DISCUSSION.
Mr. A. L. WHITEHEAD (President) said this paper raised many points of clinical and pathological interest. He thought that most of those who were in the habit of performning the trephine operation would join issue with Colonel Herbert when he said that in the majority of the cases there was incarceration of the iris.
Mr. RANSOM PICKARD said that three years ago he had a case which might possibly have been one of sylnpathetic infiltration after trephining. The eye did not do well, and about six weeks afterwards the patient developed keratitis punctata in the other eye. He had promptly removed the first eye, and the other eye recovered in a w ay unusual in sympathetic ophthalmnia. That raised the point on which he desired to speak, namely, the proportion of cases in which no operation was done and yet serious inflammiiation arose in the other eye.
He had had two or three cases of chronic glaucoma affecting both eyes, in which suddenly, for no obvious reason, one eye developed a condition with severe irido-cyclitis leading to blindness, and its clinical appearance would pass for that of symiipathetic ophthalmia. He could not always microscope his specimens, therefore he could not bring forward that evidence. Certainly, however, there was a proportion of glaucoma cases in which that happened, more than in any other class of eye disease. In some cases of chronic glaucoma he thought the glaucoma was the expression of some very mild cyclitis without the ordinary symptoms of irido-cyclitis. He could have produced notes of two or three cases, in which there were the clinical symptoms similar to sympathetic ophthalmia though the other eye had had no operation done upon it. He had in his mind at least two cases in which some months after cataract extraction, that had gone on perfectly well, without iritis, irido-cyclitis suddenly occurred in the other eye, again of a severity which one usually associated with sympathetic ophthalmia.
Sir WILLIAM LISTER said that one point which Colonel Herbert brought forward, that of incarceration of the iris in cases of trephining, struck very hard at the basal technique of trephining. It was extremely important that the operator should endeavour to get no incarceration of iris whatever. The cases of late infection which occurred, he thought had been associated with some entanglement of iris in the wound. There were three different procedures by the employment of which such incarceration should be avoided. Directly the knuckle of iris appeared through the trephine hole, it was very important to take hold of the posterior portion of the knuckle and pull it up, so as to do irido-dialysis, pulling out sufficient iris so that when once cut the iris spread right away from the opening. It was very important to get away plenty of iris; and where there was a large pupil, one should aim at doing a complete iridectomy right through to the pupillary margin so as to avoid incarceration. Recently he had had the misfortune to see again a case, upon which he had operated for a colleague, in which there was a late infection, and in that case there was certainly entanglement of iris in the wound and a little tucking up of the pupillary margin. It was very important to keep the iris quite free of the wound.
Mr. E. TREACHER COLLINS asked whether Colonel Herbert had made serial sections through the wbole length of the trephine hole. Unless he had done so he could not be quite sure there was no entanglement of the iris in the scar. Colonel Herbert had given his view in regard to this case, but it was open to question whether the infection was not a late infection from without. In one of the sections shown there was a nodule of inflammatory infiltration in the conjunctiva round the trephine hole, and that might have been the source of the infection which had spread into the eye.
Mr. R. AFFLECK GREEVES suggested that one of the most important things in trephining was to split the cornea far forward. Sometimes the trephine was put in too far back, and that resulted in incarceration of the iris. He had cut sections of a series of eyes which had been trephined and which were failures, and the failure in each of those cases was due to incarceration of the iris, caused by the trephine having been put in too far back owing to the cornea not having been split far enough forward.
Mr. A. L. WHITEHEAD (President) agreed with Sir William Lister in regard to the importance of securing freedom of the iris from the wound.
Lieutenant-Colonel HERBERT (in reply) said that possibly he went too far in saying that the average trephine hole contained iris; but he merely accepted Colonel Elliot's admission in his recent treatise on glaucoma. He agreed that the small incarceration of iris present in this case probably had something to do with the development of the disease; but he desired to emphasize the point that the incarceration was only slight.' With regard to the, nature of the disease, he thought there was no question that it was sympathetic ophthalmia. First there was the history-the operation, followed by congestion which recurred when the other eye became affected. Also the fact that POSTSCRIPT.-May not the incarceration merely have facilitated direct infection of the iris at the operation? Such infection in accidental impactions is often favoured also by exceptional uveal traumatism. On this account I am averse to the attempts at iris-replacement by a probe that have been mentioned. We have yet to account filly for infections, such as this, which contrast with the steadily accumulating experiences of the safety of properly guarded deliberate iris-inclusion.-H. H. the condition in the other eye gave way to treatment after the removal of the exciting eye; and the histology was undoubtedly characteristic. The nodular uveitis was distinct from tuberculous or syphilitic uveitis, not only in the character of the cells, but also from the fact that there was no trace of caseation or breaking down of the centres of the nodules. In answer to Mr. Treacher Collins, every particle of the tissue of the trephine hole was made use of; and though the sections were not mounted serially, they were all examined carefully. With regard to the conjunctiva, the infiltration was exactly like that of the uvea, containing numerous plasma cells and their derivatives.
It indicated chronicity, rather than a recent infection, and the same condition, though less advanced, was found below the cornea; and there, too, it was connected with the underlying uveal infiltration by means of cells around the perforating scleral vessels.
The Practical Value of the Slit-Lamp. By T. HARRISON BUTLER, M.D.
(ABSTRACT.), THE slit-lamp, in addition to its inherent advantages, enables us to employ our ordinary methods of examination with greater efficiency. This is due to the fact that it is possible to some extent to apply slit-lamp methods to oblique illumination with loup and condensing lens, and when an object has been seen under the high magnification of the corneal microscope it is easier to see it under a lower because we know exactly what to look for. It is explained in the paper how focal illumination can be attained by employing a 100 candle-power, gas-filled, half-watt lamp, at a distance of about eight feet, and focusing the light with an ordinary condensing lens upon the eye. The beam of light so obtained can be used exactly as the beam from the slit-lamp is used, and to a limited degree it confers the advantages of the focal light from this instrument. With such simple apparatus it is possible to make a rough localization of objects in the anterior segment of the eye, to estimate the depth of the anterior chamber, and to detect sclerosis in the lens nuclei. The cornea, iris, and lens, can be examined, not only by ordinary reflected light, but by light from behind-retro-illumination. Under favourable circumstances it is possible to see the blood circulating in the corneal and limbal vessels.
The slit-lamp was demonstrated and described, and the methods of examination mentioned. The works of reference dealing with the subject were noted, the most important being Vogt's atlas. The appearances seen in inflammatory states of the eye are very important, for it is in this respect that the slit-lamp gives valuable information that cannot otherwise be obtained. Thus, the presence of cells in the aqueous is the first sign of sympathetic ophthalmitis, and their detection with the slitlamp may give timely warning of the onset of this formidable disease and lead to early, and perhaps, successful treatment. On the other hand the fact that the fellow eye remains absolutely normal even under the high magnification of the corneal microscope may allow us to save an eye that would otherwise have to be removed.
The appearances seen in the cornea, the iris, the lens, and the vitreous were dealt with in turn.
